Background: Socioeconomic deprivation is associated with higher prevalence of mental health problems; however, the influence of socioeconomic status (SES) on psychological therapy outcomes is as yet unclear. 
INTRODUCTION
Socioeconomic status (SES) refers to an individual's level of resource or prestige in relation to others and is traditionally measured via factors such as wealth (e.g., income), place on a social hierarchy (e.g., class system), and level of education or occupation. SES may be assessed at the individual or area level (e.g., neighborhood; Adler & Snibbe, 2003) .
For the purposes of this review, low SES can be understood as indicative of material or social deprivation. Inequalities in SES are known to be associated with a variety of social and health problems (Wilkinson & Pickett 2007) . Several reviews have also indicated that SES is associated with psychiatric morbidity. For example, Fryers, Melzer, and Jenkins (2003) demonstrated that the prevalence of anxiety and depression problems is higher in socially disadvantaged populations. Wilkinson and Pickett (2007) reported a strong correlation between inequality of income and mental illness rates across developed countries worldwide.
A more recent review by Silva, Loureiro, and Cardoso (2016) again suggests that lower SES is associated with higher prevalence of common mental health problems. Although it is generally accepted that SES is associated with psychiatric morbidity, it is less clear if SES influences the extent to which people benefit from psychological treatment for mental health problems. Some studies in recent years have indicated that patients living in highly deprived areas have a lower probability of accessing psychological treatment (e.g., Saxon et al., 2007) , and when they do so, they have a lower likelihood of improving (Delgadillo, Asaria, Ali, & Gilbody, 2016) . In view of this emerging evidence in recent years, the current paper seeks to synthesize what is known about the association between measures of SES and psychological therapy outcomes for people with depression and anxiety-related problems. A further aim is to explore the strength and direction of this
METHODS

Protocol and registration
The study protocol was prospectively registered in the PROS-PERO database (www.crd.york.ac.uk/PROSPERO/display_record.asp? ID=CRD42017057999). Table 1 details the key components and inclusion criteria of the research question that guided this review.
Search strategy and study selection
Three databases were searched with a predetermined key-term strategy (Appendix A) on February 20, 2017: Web of Science, Psych-INFO, and SCOPUS. The search was limited to published articles from the past decade of research (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) (2015) (2016) (2017) , written in English or Spanish. Titles and abstracts were screened (Stage 1), followed by full-text eligibility review (Stage 2). Of the eligible papers identified, reference list searching and reverse-citing were carried out by hand to identify any further relevant papers not identified through database searching.
Hand searching further identified six papers that were subjected to the same screening and selection process. Exclusion criteria were: (a) sample included children/adolescents, (b) psychological interventions were for severe mental disorders (e.g., bipolar disorder, psychosis), (c) studies where the primary outcome measures were taken at only one time-point, (d) the socioeconomic measure did not enable comparisons (e.g., full sample identified as "low income"). A list of papers excluded at Stage 2 can be found in Appendix B with individual reasons for exclusion.
Seventeen papers were identified as eligible and assessed independently by two reviewers. Both assessors were in full agreement that the papers met the eligibility criteria for the current review, without a need to involve a third reviewer to reach consensus. Figure 1 details the full systematic study selection process. 
Quality and risk of bias assessment
Two reviewers independently assessed the quality and risk of bias in each of the included studies using a tool from the Cochrane Collaboration (Higgins, Altman & Sterne, 2011) for randomized control trials, and a relevant tool for cohort studies (adapted from National Institutes of Health, 2014) . See Appendix C for quality assessment summary table.
Data analysis
A narrative synthesis was conducted. A quantitative meta-analysis for each of the indices of SES was planned but, due to the variability in measures and operationalization of SES, only a subset of six studies met the requirements to enable this. Meta-analysis was conducted using Meta-Analysis via Shiny (MAVIS; Hamilton, 2011) and Microsoft Excel. Heterogeneity was examined using Cochrane's Q and I 2 statistics.
RESULTS
Study characteristics
Seventeen papers met the criteria for inclusion and are described in Tables 2 and 3 . Seven of the papers were secondary analyses of randomized controlled trials (RCTs), and 10 of the papers were cohort studies. The majority of the studies were conducted in the United Kingdom (n = 7) and the United States (n = 5), whereas four of the studies were conducted in other European countries and one in Australia. In terms of target condition, five of the papers solely investigated depression while three of the papers solely investigated anxiety-related problems. The majority (n = 9) included clinical samples with a range of anxiety and depression-related problems. Study sample sizes ranged from 49 to 110,415 participants.
With regard to indicators of SES, nine studies measured level of education, nine used a measure of employment status, six used a measure of income, six linked patients' home postcodes with a neighborhood Index of Multiple Deprivation (IMD; used only in the United Kingdom), and one used a measure of social position that combines education and occupational level (Hollingshead Two-Factor Index of Social Position; ISP). Most of the studies measured more than one indicator of SES. Table 3 describes how SES variables were operationalized in each study. Several validated mental health outcome measures were used across studies, as summarized in Table 2 .
All studies included in the review focused on psychological interventions for common mental health problems. Five of the studies used clinical data from cohorts of patients who were treated using a stepped-care model, where low intensity psychoeducational interventions based on cognitive behavioral therapy (CBT) principles were accessed initially, followed by formal psychological therapy (CBT, interpersonal psychotherapy, or counselling) in cases with enduring or more severe symptoms. Four studies involved various types of psychological interventions (e.g., CBT, interpersonal psychotherapy, solution-focused therapy, counselling). In these studies, information about each type of therapy was not always provided, and the different therapy types were not analyzed separately. Four studies specified one type of therapy that was applied in all cases (two used online CBT, one used group psychoeducational CBT, one used face-to-face cognitive therapy). An important point to note is that in four of the studies, psychotherapy and/or pharmacotherapy was offered to participants and data were pooled together in their analyses. For these studies, it was not possible to separate the data by intervention, therefore a proportion of participants may not have received psychotherapy and results from these studies should be treated with caution. Only one out of the 17 studies excluded cases who were concurrently using pharmacotherapy. Therefore, in general, pharmacotherapy (e.g., antidepressant use) was not controlled for in this set of studies.
Results by SES indicator
Employment
Employment status was measured in nine of the 17 studies. Six of these studies found significant associations indicating that unemployed patients tended to have poorer treatment outcomes (Cort et al., 2012; Delgadillo, Dawson, Gilbody, & Boehnke, 2017; El Alaoui et al., 2015; Firth, Barkham, Kellett, & Saxon, 2015; Kelly, Jakubovski, & Bloch, 2015; van der Lem, Stamsnieder, van der Wee, van Veen, & Zitman, 2013) . However, no significant associations were found in three studies (Delgadillo, Kellet, et al., 2016; Fournier et al., 2009; Joutsenniemi, Laaksonen, Knekt, Haaramo, & Lindfors, 2012 and 1.9 times more likely to achieve remission (score < 10 on the MADRS measure). This association was not significant for the second employment status definition. The remaining papers that found significant associations did not provide specific details about the coding of the employment variable. Cort et al. (2012) found a significant association in only one of the depression measures they used, the Hamilton rating scale for depression (HRSD), with unemployed participants having less reduction in symptom severity than employed participants. In Delgadillo et al. (2017) , unemployed participants had higher levels of depression and anxiety symptoms posttreatment. In Kelly et al. (2015) , the likelihood of treatment response (50% reduction of brief symptom inventory-anxiety and somatization subscales score, or score < 6) was significantly lower for unemployed participants.
There is some discrepancy in that three studies did not find significant associations. Delgadillo, Kellet, et al. (2016) found similar outcomes in the GAD-7 anxiety measure in patients receiving group psychoeducational CBT regardless of employment status. Fournier et al.
(2009) strike a discrepancy with Cort et al. (2012) in that both studies used the same outcome measure (HRSD), but Fournier did not find any significant association with employment status. Fournier et al. (2009) did find, however, that unemployed participants benefitted more from cognitive therapy than from antidepressant use, whereas there was no difference for employed participants. Joutsenniemi et al. (2012) looked at both long-and short-term psychotherapy. They found that those in employment benefitted more from long-term therapy than students, RCT, randomized control trial; IAPT, improving access to psychological therapies programme; ATAPS, access to allied psychological services; IMD, index of multiple deprivation; ISP, index of social position; MDD, major depressive disorder; SAD, social anxiety disorder; CBT, cognitive behavioral therapy; PT, psychotherapy; PhT, pharmacotherapy; BDI, beck depression inventory; HRSD, Hamilton rating scale for depression; PROMs, patient reported outcome measures; GAD-7, generalized anxiety disorder questionnaire; PHQ-9, patient health questionnaire; LSAS-SR, Liebowitz social anxiety scale-self-rated; OQ-45.2, outcome questionnaire; SCL-90-ANX, Symptom check list-anxiety scale; SCL-90-GSI, symptom check list-global severity index; BSI-12, brief symptom inventory-anxiety and somatization subscales; K-10, Kessler-10; MADRS, Montgomery Asberg rating scale for depression. a RCT refers to a secondary analysis of a RCT; Cohort refers to an observational cohort study. b Combined refers to depression and anxiety-related problems. c Stepped-care involves evidence-based low intensity (CBT-based guided self-help) and/or high intensity (face-to-face CBT, interpersonal psychotherapy, counselling, and eye-movement desensitization and reprocessing) interventions, used in IAPT services; Mixed PT refers to interventions involving various therapies (CBT, interpersonal psychotherapy, solution-focused therapy, counselling); Mixed PT/PhT: these studies combined data from samples that received psychotherapy and/or pharmacotherapy in their analysis. For mixed PT/PhT studies, a proportion of participants may not have received psychotherapy, though it was not possible to separate out the data. d Primarily, but not limited to, depression and anxiety-related problems. e This was the only paper that specified excluding participants receiving concurrent pharmacotherapy treatment. f Anxiety disorders included generalized anxiety, panic disorder, social anxiety disorder, and posttraumatic stress disorder. g Significant association found between the stated SES indicator and treatment outcomes. All associations found in the direction of higher levels/advantageous SES status having better outcomes for common mental health problems.
who benefitted more from short-term therapy, whereas homemakers
were not found to benefit from therapy at all. It is difficult to directly compare this finding to the other main findings, due to the way employment status was operationalized in this study, and the fact that it separated out findings for therapy durations.
Overall, with some exceptions, the evidence suggests a relationship between employment status and treatment outcome. To examine this further, we conducted a meta-analysis on all papers that reported the required data (k = 6). In addition, as a sensitivity analysis, one of the six studies (El Alaoui et al., 2015) was excluded from a secondary meta-analysis. This decision was made due to uncertainty about the there appears to be significant heterogeneity between studies. This suggests caution in interpreting the findings of the quantitative analysis, since the level of heterogeneity is unlikely to be due to chance. Heterogeneity between studies may help to explain the contrasting findings from the main and sensitivity analysis. In the main analysis, there is more variability and more uncertainty about the true effect (given the greater CI); whereas in the secondary analysis, the variation is smaller and there is more certainty within that dataset, despite a relatively smaller effect size.
Education
Level of education was measured in nine of the 17 studies and operationalized in a number of different ways (see Table 3 ). Two of these nine studies found a significant association with treatment outcomes (Hawley, Leibert, & Lane, 2014; Pirkis et al., 2011) . In both studies, higher levels of education were associated with better treatment outcomes.
Seven of the studies that measured education did not find significant associations with treatment outcomes (Button, Wiles, Lewis, Peters, & Kessler, 2012; El Alaoui et al., 2015; Falconnier, 2009; Fournier et al., 2009; Hoyer et al., 2016; Joutsenniemi et al., 2012; Kelly et al., 2015) .
In contrast to the above, Hawley et al. (2014) found that with every increase in education level, final OQ scores reduced by an average of 3.6 points compared to initial scores. Pirkis et al. (2011) found that 
TA B L E 3 Operationalization of SES indicators in each study
Two levels:
a, g a Employed/unemployed. b 7-Point scale, 1 = less than 7-9 years in school; 2 = 7-9 years in school; 3 = incomplete vocational or secondary school; 4 = vocational school; 5 = secondary school; 6 = university started but not completed studies; 7 = completed university studies' . c Upper class (Class 1), middle class (Class 2 and 3), and working class (Class 4 and 5). d 'Did not finish high school, high school diploma or equivalent, some college, undergraduate degree, in master's program, master's degree, in doctoral program, and doctoral degree' . e 'Employed; full-time student, student and at work, homemaker, and other' . f 'Did not complete high school, completed high school to Year 10, to Year 11, to Year 12, tertiary level education' . g Two definitions of "employed": Definition 1, in paid work at baseline; Definition 2, included those out of work but in receipt of sickness benefit at baseline. IMD, index of multiple deprivation; ISP, index of social position; HS, high school; dep., deprivation.
those who had completed the highest level of education had the greatest improvement in K-10 scores, average of 1.6 points more than those who had not completed high school, and those who completed high school to at least Year 10 improved by an average of 1.5 points on the K-10. Both studies used outcome measures (OQ-45.2 and K-10)
that assessed nonspecific psychological distress. Differences in type of psychotherapy, outcome measures, data analysis, and population samples make it difficult to directly compare these two studies on their similar findings.
As can be seen in Table 3 , a considerable limitation concerns the variety of ways in which education has been operationalized by different researchers. Only two papers used the same categories within their 
Income
A form of income was measured in six of the 17 studies (see Table 3 ).
Four studies found significant associations indicating that higher income was associated with greater improvement in treatment outcomes (Cort et al., 2012; Falconnier, 2009; Kelly et al., 2015; Pirkis et al., 2011) . Two studies found no significant associations between measures of income and treatment outcomes (Fournier et al., 2009; Hawley et al., 2014) . Cort et al. (2012) found that being in receipt of public assistance income (a proxy for financial hardship) was associated with less reduction in depression symptom severity on the BDI-II but not the HRSD measure. Pirkis et al. (2011) found that being on a higher income was associated with greater improvements posttreatment. Falconnier (2009) found that higher average family income was associated with greater improvements on BDI-II scores for depression, but not in the HRSD outcome measure. Kelly et al. (2015) found that having low personal income and low family income were associated with less likelihood of symptom reduction in one of the treatment groups. There was a 30% likelihood of positive treatment response in the lower income group, whereas for higher income participants this increased to 70%.
In these papers, again, it is difficult to directly compare findings due to the differences in how income was operationalized (see Table 3 ).
Overall, the evidence suggests that financial hardship was associated with poorer psychological treatment outcomes.
Index of multiple deprivation
Participants' home postcodes were linked to a neighborhood index of multiple deprivation (IMD score/rank) in six of the 17 included studies (see Table 3 ). Four of these found significant associations indicating that greater socioeconomic deprivation was associated with poorer treatment outcomes (Delgadillo, Asaria, et al., 2016; Delgadillo et al., 2017; Delgadillo, Kellet, et al., 2016; Green et al., 2015) . Two of the studies that measured IMD did not find the same overall relationship (Firth et al., 2015; Poots et al., 2014) . Delgadillo, Asaria, et al. (2016) found that lower posttreatment recovery rates were associated with greater deprivation, analyzing outcomes data clustered within geographical areas (e.g., percentage
of cases recovered across clinical commissioning groups). Living in a more deprived area was also found to be associated with poorer anxiety (Delgadillo, Kellet, et al., 2016) and depression (Delgadillo et al., 2017) outcomes in large cohort studies that analyzed individualpatient data. Green et al. (2015) also found significant associations between greater deprivation and poorer depression and anxiety outcomes using individual-patient data.
Although Firth et al. (2015) did not find a main effect for IMD on treatment outcomes, the study did find an interaction effect between IMD and employment status, suggesting that living in a more deprived area was negatively associated with outcomes for unemployed patients only. Poots et al. (2014) also found no relationship between IMD and outcomes.
A meta-analysis was considered for a subgroup of the papers using this variable; however, insufficient statistical data were reported by the papers to enable a calculation of effect sizes. Overall, the majority of these studies indicated a significant association between higher socioeconomic deprivation (IMD) and poorer treatment outcomes.
Index of social position
The ISP was measured in one controlled trial by Falconnier (2009), comparing "middle-class" and "working-class/poor" patients. Workingclass/poor participants had poorer rates of depression (HRSD) improvement than middle-class patients, although there was no significant association on the BDI-II measure. This effect concurs with the study's other main finding that higher family income was also associated with greater improvement (though this was only found for BDI-II).
ISP is clearly not as widely used as other indicators; therefore, it is difficult to draw general conclusions. However, since ISP is reported to be a combination of education level and occupational prestige, the direction of the main findings fit with the results from those studies that found a significant effect of employment status (six out of nine studies), and of education level (two out of nine studies). Falconnier's (2009) ISP findings also parallel those of Cort et al. (2012) for employment status, in that both studies found associations for the HRSD but not the BDI-II.
Results by study design
Ten cohort studies were included in the review, whereas seven were RCTs. Nine of the 10 cohort studies found significant associations between at least one of their measures of SES and psychological therapy outcomes (see Table 2 for study design). Poots et al. (2014) was the only cohort study not to find any evidence of an association. This study analyzed data at population level, and the authors suggested that a patient-level analysis would be helpful to clarify any masked heterogeneity in their results.
The findings from the RCTs were more inconsistent. Three of the studies (Cort et al., 2012; Falconnier, 2009; Kelly et al., 2015) found significant associations between two SES indicators and psychological therapy outcomes, while four did not find any relationships (Button et al., 2012; Fournier et al., 2009; Hoyer et al., 2016; Joutsenniemi et al., 2012) .
None of the six RCTs that investigated education found a significant effect, compared with cohort studies where two out of three found a significant effect. Significant findings were more mixed for investigations of employment (two of four RCTs, four of five cohort studies) and income (three of four RCTs, one of two cohort studies). All studies investigating IMD were cohort studies, while the only study to investigate ISP was an RCT.
Quality assessment
For cohort studies, six out of the 10 studies were rated as "good," four were rated as "fair," and none were rated as "poor." Reasons for studies rated as "fair" were due to inappropriate imputation of data, no measure of potential confounding variables, and risk of selection bias. For
RCTs, five out of the seven studies were rated as "good," one rated "fair," and one "poor" quality.
Two studies did not describe their process of random allocation (selection bias), and two studies did not provide enough information to judge the risk of selective reporting (reporting bias). Blinding of outcome assessors was not done or not described in over half of the studies. The quality of one paper stands out from the majority, Joutsenniemi et al. (2012), which had a strong indication of bias. As this paper found no significant associations, there is no risk of Type I errors, but a potential risk of a Type II error regarding employment or education.
Selection bias was indicated for El Alaoui et al. (2015) as all participants actively sought out the specified intervention (online CBT) rather than being referred (e.g., by a medical professional). This might help to explain the significantly larger effect detected by El Alaoui et al.
(2015) compared with other studies, and may mean that results are less generalizable to typical routine mental health patients. These factors support the decision to exclude this study from the sensitivity metaanalysis. The quality assessment process revealed that detection bias was the aspect of quality most consistently rated as high risk or unclear, while this is important for the individual studies, the impact is minimal for the results of this review, as results for RCT papers came from pooled data of the different treatment conditions. The overall quality of the included studies is high. Further details about the quality assessment for each study are available in Appendix C.
DISCUSSION
Interpretation of findings
In general, studies that measured some aspect of SES tended to find significant associations between lower SES and poorer psychological 
Strengths and limitations
This is the first systematic review to examine associations between multiple indices of SES and psychological treatment outcomes in contemporary outcomes research studies. Particular strengths included the registration of our study protocol in a public database ahead of conducting the review, study selection and quality assessment by two independent assessors, and the application of quantitative metaanalysis where sufficient data were available.
A number of limitations should also be considered when interpreting the results of this review. The considerable extent of heterogeneity in SES measures, psychological treatments, and samples across studies made it difficult to directly compare findings, and therefore our conclusions should be taken as a preliminary scoping of contemporary outcomes research studies. This is the first study to have reported a meta-analysis of the effects of employment on psychological therapy outcomes. However, the number of studies included in meta-analysis (n = 6) was low, making it difficult to draw firm conclusions from these scarce data. Nevertheless, these quantitative results complement a previous larger meta-analysis that found compelling evidence of the risk that unemployment poses for public mental health (Paul & Moser, 2009 ).
Another limitation concerns the inclusion of mixed samples of cases with several common mental disorders, which may have obscured specific associations between indices of SES and specific symptom domains. We found, for example, that associations between SES indices were significant mostly with measures of depression, although some studies using more than one depression measure (e.g., BDI-II and HRSD) showed significant associations in one but not the other (Cort et al., 2012; Falconnier, 2009 ). This discrepancy could reflect a methodological artifact (e.g., chance association in one measure), or it could indicate more granular associations between indices of SES and specific aspects of depressive symptomatology that may be captured in some but not in other outcome measures.
Future studies could examine this in more detail using item-level data and informed by item-response theory or factor-analysis methods.
Our decision to combine literature from both cohort studies and trials meant that the review included studies with high external validity (i.e., cohort studies) and high internal validity (i.e., RCTs). There are, however, limitations in both types of study designs. RCTs providing post-hoc subgroup analyses should be interpreted with caution as secondary analyses can lack statistical power, especially as multiple testing can increase the likelihood of chance findings (Type 1 error, false positives). Meanwhile, cohort studies typically do not have the rigorous controls (e.g., inclusion/exclusion criteria, treatment adherence checks, independent outcomes assessment) that are found in clinical trials, so we cannot draw firm conclusions about specific relationships in specific treatment modalities. The variation in RCT findings may be reflective of strict patient selection in controlled versus naturalistic population studies, possibly limiting the variability in SES measures which is observed in cohort studies. A further limitation concerns our decision to limit the inclusion of studies to the past decade of published research, in order to reflect contemporary methodological, socioeconomic, and therapeutic contexts in a rapidly evolving landscape.
Implications for research, theory, and practice
A clear observation from our review is that indices of SES are inconsistently applied and operationalized across studies, making it difficult to apply meta-analysis and thus to weigh up the significance and relative strength of associations. Future studies could adopt standardized ways of grouping respondents. For example, employment status could be defined as a binary variable where those who are unemployed (expected signal) are contrasted to all others as a reference category (employed, employed but away from work due to sickness, retired, voluntary unpaid work). The IMD variable was found to be prognostic of treatment outcomes and could lend itself to metaanalytic review, if future studies collect individual-level IMD indices categorized in quintile groups (as is common across studies: Delgadillo et al., 2017; Delgadillo, Kellet, et al., 2016; Poots et al., 2014) . Income level can also be captured both as a continuous monetary value (e.g., yearly family income), which would enable reviewers to derive equivalent scales using contemporaneous currency exchange rates to compare studies. Overall, on the basis of our review, we would recommend that gathering at least employment status and income measures in psychotherapy outcome research studies would enable us to advance our understanding of its relevance to psychological health and treatment.
Previous reviews have indicated consistent and significant associations between socioeconomic deprivation with higher prevalence and severity of mental health problems (Reiss, 2013; Wilkinson & Pickett, 2010) . The findings of this review indicate that adverse socioeconomic conditions (unemployment, low income, living in deprived neighborhoods) are also associated with poorer response to psychological treatment for common mental disorders. Studies show that the association between indices of SES remains significant after controlling for other known prognostic factors, such as baseline severity of symptoms, functional impairment, disability, and comorbid illnesses (e.g., Delgadillo et al., 2017) . These findings lend support to social causation theory (Dohrenwend et al., 1992) , suggesting that ongoing exposure to socioeconomic hardship and neighborhood stress may impact mental health and therefore mitigate the effects of psychological treatment.
The mechanisms whereby SES dampens the effect of psychological treatment are not yet fully understood, but some clues may be found in the wider literature on socioeconomic deprivation and health. Studies showing a correlation between income and quality of health (e.g., see Gunasekara, Carter, & Blakely, 2011) indicate that greater income may enable access to health-enhancing goods, as suggested by Grossman (1972) . The relative deprivation hypothesis, on the other hand, suggests that if an individual's income is relatively lower than other people (e.g., average neighborhood income), their perception of low social status can lead to psychosocial stress even if the person is not absolutely deprived (Smith, Pettigrew, Pippin, & Bialosiewicz, 2012; Wilkinson, 2005) . Low social status has been suggested to increase stress by reducing people's sense of control over their lives (Marmot, 2004) and through direct experiences of prejudice and devaluation by others (Charlesworth, Gilfillan, & Wilkinson, 2004) . The notion of relative deprivation and the function of social comparison may be particularly relevant in depression, given that depression sufferers often think of themselves as worthless or not as good as others. Indeed, longitudinal studies have shown that a reduction in relative income rank is significantly associated with the development of depression symptoms (Hounkpatin, Wood, Brown, & Dunn, 2015) . Therefore, it is plausible that socioeconomic deprivation impacts on depression treatment outcomes in direct (reduced access to health-enhancing goods) and indirect ways (via social comparison and perceptions of low social status that endure even if other depressogenic cognitions are successfully treated). Previous studies have also shown associations between neighborhood deprivation and exposure to crime and violence (Blau & Blau, 1982; Fajnzylber, Lederman, & Loayza, 2002; Hsieh & Pugh, 1993) . It is possible that perceived or actual risk of exposure to crime, discrimination, and antisocial behavior could maintain enduring anxiety symptoms after psychological treatment.
CONCLUSIONS
In conclusion, this review indicates that socioeconomic deprivation can attenuate the effectiveness of psychological interventions for depression and anxiety problems. In particular, unemployment, low income, and relative neighborhood deprivation were most consistently associated with poorer treatment outcomes. Future studies should investigate the mechanisms whereby socioeconomic deprivation may impede the successful remission of common mental health problems. 
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